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An 11.5-month-old male, diagnosed with bilateral Wilms tumor at 10 months of age, received 6 weeks of
chemotherapy and subsequently underwent bilateral partial nephrectomies. On postoperative day 5, he
had crampy abdominal pain and bilious vomiting. Abdominal ultrasound conﬁrmed the presence of an
intussusception in the right lower quadrant. Laparotomy demonstrated two separate areas of small in-
testinal intussusception located at jejuno-jejunal and ileo-ileal locations. The patient was successfully
treated with manual reduction. A high index of suspicion is necessary to diagnose and treat patients with
two different points of intussusception.
 2014 The Authors. Published by Elsevier Inc. Open access under CC BY-NC-SA license.Intussusception can complicate the postoperative course of
0.08%e0.5% of all laparotomies [1,2] and accounts for approxi-
mately 5%e10% of postoperative bowel obstructions in children [3].
Ninety percent of patients with postoperative intussusception (POI)
may present with obstructive signs within 2 weeks of the opera-
tion, as compared to adhesive obstruction which usually appears
more than 2 weeks after the index operation [3]. Differentiation
between POI and other causes of postoperative ileus can be chal-
lenging. Careful observation in addition to having a high index of
suspicion can lead the clinician to perform appropriate investiga-
tive studies in order to allow for timely management of patients.1. Case report
An otherwise healthy 10-month-old male was found to have
bilateral renal masses. A biopsy of the left renal mass conﬁrmed
favorable-histology Wilms tumor. The patient completed 6 weeks
of dactinomycin, vincristine, and doxorubicin. Subsequently, a
repeat computed tomography (CT) scan of the abdomen and pelvis
(Fig. 1A and B) demonstrated an increase in the size of left renalþ1 901 595 6621.
Davidoff).
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for bilateral partial nephrectomies. Upon initial presentation he had
been hypertensive and was started on enalapril 0.8 mg twice daily.
Bilateral partial nephrectomies were performed. An epidural cath-
eter was inserted to control postoperative pain. On postoperative
day 1 the patient’s pain was poorly controlled with the epidural
catheter, therefore, patient-controlled analgesia was initiated using
intravenous hydromorphone.
By postoperative day 4 the patient had had 2 bowel movements,
and was allowed to feed ad libitum although oral intakewasminimal.
On postoperative day 5, he began having colicky abdominal pain
associated with drawing up of legs, and repeated episodes of bilious
vomiting. Physical examinationwas signiﬁcant for a mildly distended
abdomenwithout anypalpablemasses. Anultrasoundof theabdomen
demonstrated a doughnut sign which conﬁrmed the suspicion of
intussusception (Fig. 2). An exploratory laparotomy was performed
andrevealeda3cmjejuno-jejunal intussusception(Fig. 3A)whichwas
successfully reduced by manual reduction. The distal bowel was not
collapsed; therefore, the remaining small intestine was inspected.
Another 3 cm ileo-ileal intussusception was identiﬁed (Fig. 3B), and
successfully reduced. The patient’s postoperative course was un-
eventful and he was discharged on postoperative day 5.2. Discussion
POI can occur after retroperitoneal dissection or extensive
bowel manipulation. This most commonly occurs after proceduresicense.
Fig. 1. Computed tomography of the abdomen and pelvis: (A) coronal view demon-
strating two left renal masses, superolateral mass measures 7.4  5.4 cm and infer-
omedial 7.9  8.4 cm, (B) axial image demonstrating a 2.1  1.3 cm right upper pole
renal mass and part of the left renal mass.
Fig. 2. Ultrasound of the abdomen (transverse view) demonstrating a right lower
quadrant doughnut sign due to intussusception.
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tumor or neuroblastoma [1e8]. The Ladds procedure has also been
associated with a high incidence of POI [8]. In some cases, intus-
susception occurring after surgery does not directly disturb the
abdominal contents and has been reported after inguinal her-Fig. 3. Intraoperative photographs demonstrating the jejuno-jejunal (image A) and ileo-ileal intussusceptions (image B).niorrhaphy, thoracic procedures, ventral hernia repair and place-
ment of ventriculoatrial shunt [4]. Postoperative intussusception
is thought to be caused by altered peristalsis which can be the
result of not only prolonged and excessive bowel manipulation but
also abnormal serum electrolyte levels, chemotherapy, radio-
therapy, anesthetic agents, postoperatively administered drugs, or
neurogenic factors [1]. Since various types of surgical procedures
can lead to POIs, its pathophysiology may be multifactorial.
Extensive retroperitoneal dissection in colorectal pull-through
procedures, tumor excision, and pancreatic surgeries [2,9] can
impair bowel innervation and peristalsis. This may explain the
high incidence of POIs after surgery for Hirschsprung’s disease,
Neuroblastoma, Wilms tumor, and hyperinsulinism [6,7,9,10]. The
high incidence of POI after surgery for the management of
gastroesophageal reﬂux could be secondary to associated neuro-
logic deﬁcits and motility disorders, which underlie both reﬂux
and impaired postoperative peristalsis [4,6].
Double POIs has rarely been reported. To date, there are only 2
cases of double POIs reported in the literature [11,12]. One patient
had jejuno-jejunal and ileo-ileal intussusception [11] and the
other had jejuno-jejunal and ileo-colic intussusception [12]. Our
patient had jejuno-jejunal and ileo-ileal intussusception, each
of which was successfully reduced intraoperatively. Althoughdouble intussusception is rare, it requires a high index of suspi-
cion in the postoperative patient. Additionally, we recommend a
thorough examination of the intestine to ensure the detection of a
double intussusception.
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